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Abstract
Background:  Bronchogenic  cyst  is  a  malformation  of  the  ventral  portion  of  the  intestine,  which
is limited  by  bronchial  epithelium  and  produces  alterations  in  the  development  of  the  tracheo-
bronchial tree.  They  may  be  single  or  multiple,  and  are  usually  conﬁned  to  one  lung  or  to  the
mediastinum,  rarely  to  the  neck,  which  is  a  subcutaneous  tissue.
Objective:  The  case  of  a  9  year  old  girl  is  reported,  who  presented  with  a  clinical  picture
characterised  by  a  slow-growing,  asymptomatic  tumour  on  the  left  side  of  the  neck  of  4  years
onset. Chest  X-ray,  neck  ultrasound  and  computed  tomography  of  the  neck  and  chest  ruled
out any  other  injury.  A  complete  resection  was  performed,  and  the  histopathological  study
conﬁrmed  the  diagnosis  of  bronchogenic  cyst.
Conclusion:  The  symptomatology  of  a  bronchogenic  cyst  is  due  to  the  compression  of  the  vas-
cular, digestive  or  air  structures,  as  well  as  its  size,  infection  and  location.  The  treatment  of
choice is  a  surgical  resection,  even  when  asymptomatic.
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Quiste  broncogénico  en  cuello.  Reporte  de  un  caso  y  revisión  de  la  bibliografía
Resumen
Antecedentes:  El  quiste  broncogénico  es  una  malformación  de  la  porción  ventral  del  intestino
primitivo,  limitada  por  epitelio  bronquial,  que  genera  alteraciones  en  el  desarrollo  del  árbol
traqueo-bronquial.  Pueden  ser  únicos  o  múltiples  y  generalmente  están  conﬁnados  a  un  pulmón
o mediastino,  rara  vez  a  cuello  y  tejido  celular  subcutáneo.
Objetivo:  Se  reporta  el  caso  de  una  paciente  de  9  an˜os  de  edad,  con  cuadro  de  4  an˜os  de  evolu-
ción caracterizado  por  tumour  de  crecimiento  lento  en  el  hemicuello  izquierdo,  asintomática.
La radiografía  de  tórax,  el  ultrasonido  de  cuello  y  la  tomografía  de  cuello  y  tórax  permitieron
descartar  alguna  otra  lesión;  se  le  realizó  resección  completa  y  el  estudio  histopatológico
conﬁrmo  el  diagnóstico  de  quiste  broncogénico.
Conclusión:  La  sintomatología  de  un  quiste  broncogénico  se  debe  a  la  compresión  de  estructuras
vasculares,  digestivas  o  aéreas,  así  como  de  la  infección  del  quiste,  taman˜o  y  lugar  del  mismo;
el tratamiento  de  elección  es  la  resección  quirúrgica  aun  siendo  asintomático.
© 2015  Academia  Mexicana  de  Cirug´ıa  A.C.  Publicado  por  Masson  Doyma  Me´xico  S.A.  Este  es  un
art´ıculo Open  Access  bajo  la  CC  BY-NC-ND  licencia  (http://creativecommons.org/licencias/by-
nc-nd/4.0/).
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ronchogenic  cyst  is  a  malformation  of  the  ventral  portion
f  the  primitive  foregut,  causing  a  bronchopulmonary  alter-
tion.  This  pathology  presents  between  the  ﬁfth  and
ixteenth  week  of  pregnancy,  which  is  when  the  intestine
ivides  into  the  dorsal  portion,  which  develops  into  the
esophagus,  and  the  ventral  portion  which  develops  into
he  pulmonary  yolk  sac,  and  the  tracheo-bronchial  tree.
he  cyst  is  therefore  an  ectopic  pulmonary  yolk  sac  which
ay  or  may  not  be  associated  with  the  tracheo-bronchial
ree  but  which  does  not  incorporate  mesenchymal  tissue.1,2
egarding  location,  the  cysts  are  divided  into  mediastinal
nd  parenchymal.  They  may  present  singularly  or  be  mul-
iple,  be  asymptomatic  or  symptomatic  depending  on  their
roximity  to  the  airway.  When  they  are  symptomatic  they
ay  appear  with  frequent  airway  infections,  stridor,  wheez-
ng,  dysphonia  and  difﬁculty  breathing.  When  the  lesion  is
ot  conﬁned  to  its  origin,  it  may  occur  in  other  locations
nd  present  in  the  neck,  pericardium,  paravertebral  and
ubpleural  regions.3 The  cysts  are  generally  asymptomatic
nd  very  few  are  diagnosed  during  the  neonatal  period3;
he  bronchogenic  cyst  has  a  ciliate  column-shaped  epithe-
ium  like  the  bronchials  and  may  contain  cartilage,  muscles
nd  mucous  glands.3,4
linical case
he  case  of  a  9  year  old  girl  is  reported.  She  was  the  result
f  a  normal  pregnancy,  was  born  by  caesarean  section  at
0  weeks,  with  an  appropriate  birth  weight  and  height,
PGAR  rate  of  8/9,  with  no  alteration  in  her  development.
he  patient  does  not  suffer  from  any  allergies.  The  patient
eveloped  the  condition  at  5  years  of  age,  with  increased
olume  on  the  left  side  of  her  neck.  One  year  prior  to  going
nto  hospital  aspiration  of  the  lesion  was  performed  and
he  family  member  stated  that  it  had  been  managed  as  a
s
l
1
nystic  hygroma,  but  did  not  have  the  pathologist’s  report.
fter  aspiration  of  the  cyst,  the  patient  began  to  suffer
rom  a  runny  nose,  epiphora  and  itching  on  her  palate.
requent  infections  were  denied,  as  were  dyspnoea,  dys-
honia  or  disphagia.  When  an  assessment  was  made,  the
atient  was  found  to  have  appropriate  colouring,  adenoid
acies,  no  dyspnoea  nor  stridor,  appropriate  hydration,  with
piphora,  hyaline  rhinorrea  and  pharynx  without  discharge.
he  neck  had  lateralisation  towards  the  right  due  to  the
ncreased  8  cm  diameter  volume  in  the  anterior  triangle
f  the  neck,  area  I--II,  with  a  smooth  surface,  soft,  well
arked,  with  no  changes  in  colouring,  no  attachments  to
eep  layers,  with  1  cm  adenomegalias  in  the  bilateral  jugu-
ar  lymph  node  II,  III  area.  All  remaining  examination  showed
ormal  results.  Neck  tomography  showed  a  homogeneous
ass,  with  thin  walls,  of  7  cm  ×  6  cm,  in  front  of  the  left  ster-
ocleidomastoid  muscle;  normal  thyroid  muscles,  bilateral
ugular  cervical  lymph  nodes  which  were  small  and  inﬂam-
atory  and  with  a  tomography  report  of  cystic  hygroma.
he  chest  X-rays  showed  a  central  mediastinum,  with  no
ediastinal  lymph  node  growth  nor  masses  (Fig.  1).  Cervical
ltrasound  showed  normal  right  thyroid  muscles,  left  thyroid
uscles  which  could  not  be  assessed  due  to  the  mass.  This
as  reported  as  being  in  the  anterior  triangle  of  the  neck,
f  59  mm  ×  48  mm  ×  28  mm  with  a  thin  wall,  heterogeneous,
vascular,  with  normal  submandibular  gland  and  left  parotid
all.  The  carotid  and  jugular  veins  were  unaltered;  bilateral
ymph  nodes  IIA,  IIB,  III,  IV,  VA  and  VB  tested  positive,  and
ere  inﬂamed.  The  ultrasound  reported  a  branchial  cyst  and
ervical  adenomegaly  (Fig.  2).
An  assessment  was  requested  from  the  allergy  depart-
ent,  which  reported  an  allergic  response  to  dust  and
reatment  with  10  mg  montelukast  per  day  was  initiated,  in
ddition  to  one  10  mg  loratadin  tablet  every  24  h,  mometa-
ona  nasal  spray  with  2  inhalers  every  24  h.  Preoperative
aboratory  testing  reported  7730  leucocytes,  haemoglobin  of
5.5  g/dl,  400,000  platelets  with  no  bands,  7%  eosinophils,
ormal  coagulation  times,  50%  eosinopils  in  nasal  mucosa,  Ig
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Figure  1  X-ray  of  the  neck.  There  is  no  obvious  lesion  on  the
neck or  on  the  mediastinum  or  parenchyma.
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terised  tomography  of  the  neck  or  chest  shows  the  presenceFigure  2  Ultrasound  imaging  of  the  neck.  No  cystic  lesion  is
observed  nor  level  III  lymph  nodes  on  the  neck.
E  232  (normal  at  60),  10  antistreptolysins,  0 C-reactive  pro-
tein,  rheumatoid  factor  6,  blood  sedimentation  rate  of  13
(normal),  glucose  93  mg/dl,  creatinine  0.7  mg/dl,  albumin
3.9  g/dl,  negative  coproparasitoscopic  study  in  a  series  of
3,  normal  urine  test.  Fine-needle  aspiration  biopsy  was  per-
formed  which  obtained  10  cm3 of  transparent,  mucoid,  non
foetid  liquid.  This  was  dispatched  for  testing  and  reported
only  non  neoplasic  cells.
The  scheduled  surgery  took  place,  under  general  anaes-
thesia,  with  the  patient  in  the  Rosier  position.  A  transverse
incision  was  made;  the  upper  and  lower  ﬂaps  were  freed,
the  platysma  muscle  was  impacted,  the  prethyroid  mus-
cles  were  freed  to  view  the  thyroid  glands,  which  were
of  standard  appearance  and  size;  at  left  sternocleidomas-
toid  muscle  level  we  found  a  8  cm  ×  6  cm  thin-walled  cystic
lesion,  with  clear  liquid  inside  it;  we  also  found  a  dilation  of
the  internal  jugular  vein  and  pseudoaneurysm  of  the  exter-
nal  jugular  vein,  in  addition  to  longitudinal  yellow  platelets
in  the  external  jugular  pseudoaneurysm  region,  lymph  nodes
under  1  cm  which  were  soft;  the  cyst  was  removed  from  the
left  jugular  II  area,  resection  ligation  of  the  external  jugular
o
w
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seudo-aneurysm  was  performed  and  the  biopsy  was  taken
f  the  cervical  lymph  nodes.  Soft  palate  drainage  was  used.
The  patient  was  given  food  2  h  after  the  surgical  pro-
edure  had  ended.  Supplemental  intermittent  humidiﬁed
xygen  was  administered,  micro  nebulisation  with  steroids,
ntibiotics  and  analgesics,  in  addition  to  anti-allergic  man-
gement.
The  patient’s  clinical  progress  was  favourable  and  she  did
ot  present  with  dyspnoea,  dysphonia,  stridor  or  dysphagia.
s  a  result  she  was  discharged  the  day  after  the  procedure.
Histopathological  study  reported  the  6  cm  ×  4  cm  ×  2  cm
ystic  lesion,  with  a  light  coffee  colour  on  the  external  sur-
ace  and  a  dark  coffee  colour  inside  it.  The  wall  was  thin  and
mooth  with  white  gelatinous  material  on  the  inside.  There
as  dilation  of  the  external  jugular  vein  with  no  associated
esions.  It  was  reported  as  a bronchogenic  cyst.
The  patient  was  assessed  monthly  and  was  found  to  be
symptomatic  after  5  months,  with  correct  cervical  mobil-
ty,  with  no  dysphagia  or  dysphonia  and  with  an  appropriate
esponse  to  the  anti-allergic  management.
iscussion
n  accordance  with  Kumar  et  al.,  the  bronchogenic  cyst
as  ﬁrst  described  by  Blackader  in  1911.  However,  it  was
ot  until  1948  when  Maier  performed  the  ﬁrst  surgical
esection.5 The  bronchogenic  cyst  is  a  remnant  of  the  primi-
ive  foregut,  secondary  to  trachea-bronchial  malformations.
n  2001,6 Bush  described  it  as  a  congenital  pulmonary  malfor-
ation  and  that  it  represented  from  14%  to  22%  of  congenital
ulmonary  malformations  and  10%  of  mediastinal  malforma-
ions.
Bronchogenic  cysts  are  generally  communicated  with
he  trachea-bronchial  tree  through  an  accessory  bronchus
r  through  the  oesophagus.  They  may  be  single  or  mul-
iple,  asymptomatic  or  symptomatic  and  when  they  are
ound  in  the  neck  they  may  be  associated  with  a  vertebral
alformation.3,6 Approximately  from  65%  to  86%  are  medi-
stinal  (median  and  posterior  mediastinum),  and  of  these
hey  may  be  adjacent  to  the  distal  third  of  the  trachea  or
lose  to  the  main  bronchus.  From  here  they  may  subdivide
nto  pericardiac  (52%),  paratracheal  (19%),  paraoesophagic
14%)  and  retrocardiac  (9%),  and  the  majority  are  on  the
ight.3
The  majority  are  asymptomatic,  but  when  they  present
ymptoms  this  is  due  to  communication  with  the  trachea,
ompression  of  the  oesophagus  (dysphagia),  to  recurrent
nfections  (75%  of  cases),  haemoptysis  as  the  only  symptom,
ever,  coughing,  cardiac  arrhythmias,  right  cardiac  failure,
ecurrent  pericarditis  or  compression  of  the  superior  vena
ava.7 Infrequent  locations  are:  neck,  pericardium,  abdomi-
al  cavity  and  subcutaneous  regions.  Although  they  are  more
requent  in  the  mediastinum,  occasionally  they  are  not  vis-
ble  with  chest  teleradiography,  but  may  be  appreciated  as
 mediastinal  or  hyliary  tumour;  the  intrapulmonary  mus-
les  are  more  frequently  seen  in  inferior  lobules  (75%  of
ases).  When  it  is  not  possible  to  see  the  lesion,  compu-f  lesions  in  50%  of  cases  and  these  have  deﬁned  sides,  thin
alls  and  a  density  of  liquid8 (##--20  and  +20UH);  in  the  other
0%  of  cases  there  is  a  mucoid  density.  Depending  on  size,
238  
Figure  3  Micro-photography  of  the  cyst  wall,  which  highlights
the ciliated  epithelium  of  the  internal  cystic  wall.
Figure  4  Respiratory  epithelium  which  covers  the  inside  of
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Rhe cyst;  mucous  glands  are  noted.  Haematoxylin--eosin  stain-
ng.
his  may  or  may  not  compress  structures  such  as  the  oesoph-
gus  and  trachea,  or  affect  atelectases.  It  is  also  possible  to
erform  MRI.  The  cysts  show  up  as  hypointense  lesions  in
1  and  hyperintense  lesions  in  T2.8 Histologically,  the  bron-
hogenic  cysts  present  a  thin  wall  (when  not  infected),  with
iliated  columnar  epithelium,  similar  to  that  covering  the
ronchials.  Furthermore,  they  may  contain  cartilage,  mus-
les,  nerve  tissue  or  bronchial  glands,  which  contain  a  clear
r  mucous  liquid3,9 (Figs.  3  and  4).
Bronchogenic  cysts  should  be  differentiated  from  other
edian  and  posterior  mediastinum  masses  (Bush,  2001),
ncluding  goitre,  teratomas,  tumours  (thymic,  germinal  and
eurogenic)  and  pulmonary  tumours,  or  diaphragmatic  her-
ias,  lymphagiomas,  hemangiomas,  oesophagic  duplication,
ericardium  cysts,  or  enteric  cysts.Treatment  even  in  asymptomatic  patients  is  surgical
o  prevent  complications  such  as  pulmonary  infections,
ompression  of  structures  and  malignant  transformation.
here  is  a  100%  mortality  rate  without  surgical  treatment.10A.L.  Nolasco-de  la  Rosa  et  al.
esults
hen  a  neonatal  or  paediatric  patient  presents  with
ecurrent  respiratory  symptoms,  such  as  coughing,  stridor,
neumonias,  or  wheezing,  the  possibility  of  a  malformation
f  the  trachea-bronchial  tree  must  always  be  considered.
t  has  been  stated  that  they  are  predominantly  thoracic
mediastinal  and  pulmonary),  but  they  may  also  present  in
he  neck,  the  cellular  subcutaneous  tissue,  or  they  may  be
arasternal.  Clinical  symptoms,  chest  X-rays,  tomography
f  the  neck  or  chest,  and  ultrasound  imaging  of  the  neck
depending  on  location),  allows  us  to  identify  the  lesion,  its
pread,  and  differentiate  it  from  other  pulmonary  lesions,
nd  even  diagnose  it  in  high  resolution  foetal  ultrasound
maging.11 The  deﬁnitive  diagnosis  is  histopathological  on
emonstration  that  the  walls  are  covered  in  ciliated  colum-
ar  epithelium  (bronchial)3,9 with  a  clear  liquid  on  the  inside
r  mucous,  which  may  even  be  greenish  and  in  the  majority
f  case  the  culture  tests  negative.12,13 When  infected,  the
solated  microorganisms  are  generally  Pseudomona  aeru-
inosa,  Klebsiella  pneumoniae, Aspergillus  fumigatus  and
treptococcus  viridans.14
onclusions
he  importance  of  the  presentation  of  this  case  study  origi-
ates  in  the  cervical  tumours  which  present  at  a  young  age
nd  are  not  always  cystic  hygromas.  Both  the  presence  of
requent  airway  infections  and  obstructive  symptoms  which
re  either  digestive  or  respiratory  should  alert  us  to  the  pos-
ible  presence  of  a  bronchogenic  cyst.  Although  the  majority
f  them  are  conﬁned  to  the  chest,  the  presence  of  a  tumour
n  the  neck,  subcutaneous,  muscular,  should  suggest  a  bron-
hogentic  cyst  and  therefore  initiate  treatment  in  the  early
tages,  when  the  lesion  is  smaller,  since  in  2%  of  cases  there
s  bleeding,  infection,  obstruction  of  the  airway  or  digestive
ystem  or  an  adenocarcinoma.
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